“= 


Morbidity and Mortality Weekly Report 





Weekly 


December 6, 2002 / Vol. 51 / No. 48 





National Drunk and Drugged Driving Prevention Month — December 2002 


December has been designated by Presidential procla- 
mation as National Drunk and Drugged Driving Preven- 
tion Month (3D Month). 3D Month is supported by pub- 
lic- and private-sector organizations committed to prevent- 
ing crashes caused by impaired driving. A total of 17,448 
alcohol-related traffic fatalities occurred in 2001 (1); 86% 
(14,933) of these fatalities involved drivers, pedestrians, 
or bicyclists with blood alcohol concentrations >0.08 
g/dL, the level that most states use to define intoxication. 
A 3D Month program planner, which contains sample 


public-service announcements, media tool kits, and pro- 

gram guidance for conducting the first-ever, 3-week “You 

Drink & Drive, You Lose” national mobilization, is avail- 

able from the National Highway Traffic Safety Adminis- 

tration at http://www.nhtsa.dot.gov. 

Reference 

1. National Highway Traffic Safety Administration. Traffic safety facts 
2001: alcohol. Washington, DC: U.S. Department of Transporta- 
tion, National Highway Traffic Safety Administration, National 


Center for Statistics and Analysis, 2002 (publication no. DOT- 
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Involvement by Young Drivers in Fatal Alcohol-Related Motor-Vehicle 
Crashes — United States, 1982-2001 


Motor-vehicle crashes are the leading cause of death in the 
United States for persons aged 16-24 years, and a substantial 
proportion of these crashes are alcohol-related. Alcohol- 
impaired driving is highest among persons aged 21-24 years 
(1), and the percentage of fatal crashes that are alcohol- 
related is highest for this age group (2). However, alcohol- 
related crashes are a serious problem even for the youngest 
drivers. Not only are drivers aged <21 years more likely than 
older drivers to be involved in fatal crashes, but their added 
risk for fatal crash involvement increases more sharply at all 
levels of alcohol use (3). To characterize the rate of alcohol- 
related fatal crashes among young drivers, CDC analyzed 
unpublished data from the Fatality Analysis Reporting Sys- 
tem (FARS), a national database of information on fatal 
crashes. The findings indicate that the largest decrease in 
alcohol-related fatal crashes during 1982-2001 was among 
drivers aged <21 years, who have been the target of several inter- 
ventions to reduce alcohol-impaired driving. Public health and 


traffic safety professionals should ensure that communities 


implement comprehensive and effective strategies to reduce 
alcohol-impaired driving. 

FARS contains data on a census of fatal traffic crashes within 
the United States. To be included in FARS, a crash must 
occur on a public road and result in a death within 30 days of 
the crash. Trend data for alcohol-related fatal crash rates for 
1982-2001 are presented for four age groups: 16-17 years, 
18-20 years, 21-24 years, and >25 years. Data on older driv- 
ers are presented for comparison. Drivers are considered 
alcohol-involved if their blood alcohol concentration (BAC) 
was >0.01 g/dL. When BACs are unavailable, they are 


imputed from driver and crash characteristics by using a 
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two-stage estimation procedure (4)*. Crash rates are calcu- 


WR ceric . = lated by dividing the number of alcohol-involved crashes for 
The MMWR series of publications is published by the 


Epidemiology Program Office, Centers for Disease Control 
and Prevention (CDC), U.S. Department of Health and residents in that age group (per! 100,000 population) (6). 


Human Services, Atlanta, GA 30333. During 1982-2001, fatal crash involvement by drinking 


each age group by the census estimate for the number of U.S. 


drivers decreased 46% (95% confidence interval [CI]=-48% 
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Reported by: RW Eldey VEd, RA Shults PhD, Div of l 
Injury Prevention, National Center for Injury Prevention « 
CD( 
Editorial Note: During 1982—2001, rates of alcohol-related 
fatal crashes decreased substantially across all age groups, with 
the largest decrease among drivers aged <21 years. These drivers 
were recognized increasingly as a high-risk group during the 
1970s, when many states lowered their legal drinking age and 
alcohol-related crashes increased. Subsequently, targeted 
interventions were implemented to reduce rates of alcohol- 
impaired driving. The 1984 Uniform Drinking Age Act 
required states to adopt a minimum legal drinking age of 21 
years by 1988. Other interventions targeted directly at young 
drivers include “zero tolerance” BAC standards for drivers 
under the legal drinking age and graduated driver licensing 
programs, which require new drivers to progress through 
stages, allowing them increased driving priviledges as they gain 
experience. Other factors that have probably reduced overall 
levels of drinking and driving include new laws and policies, 
stronger law enforcement, community-based education and 
advocacy programs, and shifts in social norms about alcohol 
consumption and the acceptability of alcohol-impaired 
driving (8). 

lhe findings in this report are subject to at least two limita 
tions. First, BAC data are imputed for approximately 60% of 
FARS cases in any given year (4), decreasing the precision of 
the alcohol-related crash rates used in this analysis. Second, 
although alcohol is an important risk factor for traffic crashes, 
it is not necessarily the primary cause of every crash in which 
it is measured or imputed. Despite these limitations, the 
alcohol-related crashes reported in FARS are among the best 
available indices for measuring progress in reducing alcohol- 
impaired driving. 

lo further decrease alcohol-related fatal crashes among both 
young drivers and the general population, communities need 
to implement interventions that are known to be effective. 
CDC, in cooperation with the Task Force on Community 
Preventive Services, has completed a series of systematic 
reviews of several interventions for reducing alcohol-impaired 
driving. The Task Force has recommended that states main 
tain and enforce minimum legal drinking age laws and “zero 
tolerance” laws for young drivers. It also recommended the 
implementation of sobriety checkpoints, 0.08% BAC laws, 
and training programs for servers of alcoholic beverages (9, /0). 
Public health and traffic safety professionals should collabo- 
rate to ensure that every community has a comprehensive and 
effective strategy to resume the downward trend in alcohol- 


impaired driving. 
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State-Specific Trends in U.S. Live 
Births to Women Born Outside the 
50 States and the District of 
Columbia — United States, 
1990 and 2000 


Persons born outside the 50 states and the District of 
Columbia (DC)* comprised an estimated 11.1% (31.1 mil 
lion) of the U.S. population in 2000 (/), and approximately 
one fifth of all U.S. births in 2000 were to women in this 
population. Racial/ethnic disparities in U.S. health outcomes 
are of public health concern (2), and the increasing cultural 
and linguistic diversity of the U.S. population poses chal 
lenges to the delivery of maternal and child health services. 
his report presents state-specific comparisons of live births 


in 1990 and 2000 to women born outside the 50 states and 





* This terminology is used instead of foreign born” becaus« persons W 
born in U.S. territories and in Puerto Rico are U.S. citizens 
] 


. | 
definition are not foreign-born 
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DC and compares maternal characteristics and live-birth 
outcomes for these women with those of state-born mothers 
i.c., women born inside the 50 states and DC). The findings 
indicate that women born outside the 50 states and DC had 
better birth outcomes than their state-born racial/ethnic coun- 
terparts. However, a larger percentage of these women began 
prenatal care later and had other problems accessing health 
care, which might reflect economic, cultural, and language 
barriers. The U.S. public health system and maternal health 
care providers should understand and address the health needs 
of an increasingly diverse population 
Data for 1990 and 2000 were obtained from CDC's 
National Center for Health Statistics natality files, which are 
based on birth certificates for all births occurring in the 50 
tates and DC. These certificates record the mothers place of 
birth. Previous analyses indicated that maternal characteris 
tics and birth outcomes diftered for women born in the 50 
compared with those born elsewhere (3,4). 
characteristics and birth outcomes for state 
ns differed from those born elsewhere, 
groups are reported separately. Records 
nformation on the mother's place of birth (0.2° 
1990 and 0.3% in 2000) were 
excluded from 1 Data were analyzed by race 


thnicity. Reported birth outcomes analyzed were preterm (i.e., 


gestation) and low birthweight 1.e 2,500 g). 


tal care was defined as care received in the third 

nancy. Gestational age was computed from 

notner s last menstrual period; when the date 

inconsistent with birthweight, the clinical 

Unless otherwise noted, all 

differences reported in this report are statistically significant at 
p<0.000] 

In 1990, a total of 15.6% of all live births in the United 
States were to women born outside the 50 states and DC; in 
2000, such births represented 21.4% of all U.S. births. In 
both 1990 and 2000, births to Hispanics comprised the 
majority of U.S. births to women born outside the 50 states 


in 2000); Mexicans 


77> 970 


and DC (57.2% in 1990 and 58.6% 


accounted for 65.5% of Hispanic births in 1990 and 
in 2000. From 1990 to 2000, among women born outside 


the 50 states and DC, the percentages of live births to Mexi 


cans increased from 5.7% to 9.0% of all U.S. live births, and 


births to Central and South Americans increased from 1.9% 


to 2.5%. Births to Puerto Ricans declined from 0.6% to 0.5% 


of all U.S. births, and births to Cubans and other Hispanics 


born outside the 50 states and DC remained the same. Births 
to non-Hispanics increased from 6.7% to 8.8% overall; births 


to whites increased from 2.7 3.2%, births to blacks 


increased from 1.1% to 1.6%, and births to Asians/Pacific 
Islanders (APIs) increased from 2.8% to 4.1%. 

In 1990, six states (California, Florida, Illinois, New Jersey, 
New York, and Texas) accounted for 75.7% of live births to 
women who were born outside the 50 States and DC se These 
states accounted for 65.8% of Hispanic births in 2000 (Table 1). 
During 1990-2000, the percentage of births to women born 
outside the 50 states and DC increased >10% in six states 
(Arizona, Colorado, Georgia, Nevada, North Carolina, and 
Oregon); births to Hispanics accounted for the majority of 
these increases. 

In 2000, births to women born outside the 50 states and 
DC represented a substantial proportion of all births in some 
population groups. At the state level, approximately 66% of 


births to APIs in 49 states, >50% of births to Hispanics in 42 


states, and >33% of births to non-Hispanic blacks in six states 
were to women born outside the 50 states and DC. Among 
non-Hispanics born outside the 50 states and DC, the largest 
absolute increases in births occurred among whites in New 
Hampshire (3.4%) and Vermont (2.4%), blacks in DC (2.5%) 
and Florida (2.5%), and APIs in New York City (4.9%), New 
Jersey (4.5%), and Hawaii (4.2%) (Table 1 

Because lower levels of education are associated with poor 
birth outcomes, CDC compared maternal education levels 
of women who gave birth in 2000. The analysis indicates that 
women born outside the 50 states and DC were more than 
twice as likely as their state-born racial/ethnic counterparts to 
have less than a high school education (38.9% versus 17.0%) 
) 


and were less likely to have completed 12 years of education 


(26.2% versus 33.4%) (Tables 2 and 3). Approximately 59% 


of Hispanic women born outside the 50 states and DC had 
less than a high school education compared with 33.4% of 
state-born Hispanic women. State-born API women did not 
differ significantly from API women born outside the 50 states 
and DC in having less than a high school education (11.7% 
versus 11.3%). However, Chinese women born outside the 
50 states and DC were four times as likely as their state-born 
counterparts to have less than a high school education (12.5% 
versus 2.9%). State-born women overall, state-born API 
women, and state-born Hispanic women were more likely 
than those born outside the 50 states and DC to have com- 
pleted >1 year of college. Puerto Rican, white, black, Filipina, 
and other API women’ born outside the 50 states and DC 
were more likely than their state-born counterparts to have 
completed college. 

State-born women were more likely than those born 


outside the 50 states and DC to be teenagers when they 





Other API women” include Asians/Pacific Islanders other than Chinese 


Japanese, and Filipinas Asian Indians, Koreans, and Vietnamese 
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TABLE 1. Number and percentages of births to women who were born outside the 50 states and the District of Columbia, by area of 
birth occurrence and race/ethnicity — United States*, 1990 and 2000 





1990 2000 
% all state births % all state births 
% all White, Black, Asian/ % all White, Black, Asian/ 
No. U.S. non- non- Pacific No. U.S. non- non- Pacific 
Area births births Hispanic Hispanic Islander Hispanic Total' births births Hispanic Hispanic Islander 


2.4 3,262 0.4 

7.6 978 

16.7 24,185 
2.3 2,792 

40.9 242,244 
8.8 13,488 

15.7 9,177 
5.8 1,530 














Hispanic Total' 


( : 5.2 
3.6 2.4 9.9 

8 28.4 
1.1 é 7.4 
45.6 
20.7 
21.4 
13.9 





Alabama 1,525 1 
Alaska 894 2 
Arizona 11,484 2 
Arkansas 841 
California 250,555 
Colorado 4,692 
Connecticut 7,836 
Delaware 646 
District of 

Columbia 1,881 
Florida 38,088 
Georgia 6,171 
Hawai 4,859 
Idaho 0 
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* Data shown for births that occurred in the 50 states, the District of Columbia, and New York City 
Totals might be greater than the sum of all racial/ethnic categories displayed because data for some populations are not presented 


gave birth (12.8% versus 8.1%). The magnitude of the dif- 
ference varied by race/ethnicity, with the largest intragroup 
differences occurring among other APIs (19.7% versus 2.8%), 
blacks (21.5% versus 5.8%), and Filipinas (13.2% versus 
3.1%). State-born women were more likely to be unmarried 
than those born outside the 50 states and DC (34.1% versus 
29.7%). This finding was consistent across all racial/ethnic 
groups, with the largest intragroup differences occurring 


among blacks (72% versus 41%), Filipinas (34.4% versus 


16.1%), and whites (22.7% versus 10.7%). Except for Puerto 
Ricans, Cubans, Filipinas, and other APIs, women born 
outside the 50 states and DC were more likely than their state- 
born counterparts to begin prenatal care late or to have no 
prenatal care. 

Overall, state-born women were more likely to give birth 
to a preterm infant (11.9% versus 10.5%) or an infant with 
low birthweight (7.9% versus 6.4%) than were those born 


outside the 50 states and DC. For preterm delivery, this finding 
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TABLE 2. Percentage of births to women born inside the 50 states and the District of Columbia, by race/ethnicity and selected 
maternal demographic characteristics, receipt of prenatal care, and birth outcome — United States*, 2000 





Age (yrs) Education (yrs) 


Birth outcome 
Low birth- 


Prenatal care 
First Late/ 








Race/Ethnicity <20 >35 12 13-15 


Unmarried trimester none Preterm weight 





White 9.0 31.1 24.5 
Black 21.5 40.2 23.0 
Asian/Pacific 
islander 14.8 16.4 ‘ 28.2 22.4 
Chinese 3.7 32.6 2.9 9.0 15.0 
Japanese 3.6 37.7 2.9 16.3 
Filipina 3 9.¢ 28.0 
Other 19.7 5.8 34.1 
Hispanic : , 37.4 
Mexicar 24.9 6.2 38.6 
Puerto Rican 2 7.4 35.4 
Cuban 3.0 12 12.5 24.6 
Central/South 
American 20.5 5.1 20.1 29.1 
Other 21.¢ 8.3 29.9 37.1 


Total’ 12.8 13.1 17.0 33.4 


Non-Hispanic 11.6 7 32.9 24.1 
1 
3 


32.6 85.7 3.1 11.9 7.9 
22.7 88.7 2.2 10.5 6.6 
72.0 74.1 6.6 17.8 


30.9 83.3 3.6 11.4 
10.0 93.0 1.1 9.8 
14.6 92.4 1.3 10.3 
34.4 84.6 3.3 12.0 
36.7 79.2 46 11.7 
48.1 77.8 4.8 12.1 
4.9 11.9 

46 13.5 

10.5 


10.9 
12.7 
11.9 





* Data shown for births that occurred in the 50 states and the District of Columbia 


Totals include American Indians/Alaska Natives 


TABLE 3. Percentage of births to women born outside the 50 states and the District of Columbia, by race/ethnicity and selected 
maternal demographic characteristics, receipt of prenatal care, and birth outcome — United States*, 2000 





Age (yrs) Education (yrs) 


Prenatal care 
First Late/ 


Birth outcome 
Low birth- 








Race/Ethnicity <20 >35 <12 12 13-15 


Unmarried trimester none Preterm weight 





Non-Hispanic 3.3 20.5 11.6 27.2 
White 3.2 21.6 9.5 27.1 
Black 5.8 21.3 15.8 36.9 
Asian/Pacific 
Islander . 11. 23.6 
Chinese 0 28.1 12.5 19.7 
Japanese ).S 29.0 1.2 19.1 
0 19.8 
J 5.1 13.0 26.0 
Hispanic ‘ 58. 25.4 
Mexicar 2.3 4 66.5 22.7 ] 
Puerto Ricar 16.8 10.2 34.1 31.9 20.7 
Cubar 3.5 23.5 11.5 40.3 21.6 
Central/Soutt 
American 8.5 s 39.3 31.6 15.9 
Other 8.7 14.5 35.9 32.8 16.2 
Totait 8.1 15.0 38.9 26.2 14.8 


16.4 83.1 4.0 10.2 7.1 
10.7 85.3 3.5 9.1 5.8 
41.0 75.7 6.9 14.0 9.8 


11.2 . , Y 7.2 
7.2 é 4.9 
) 6.7 

8.3 





* Data shown 


Totals include American Indians/Alaska Natives 


was consistent for all racial/ethnic populations except Filipinas, 
Cubans, and Central/South Americans born outside the 50 
states and DC. Among Mexicans, who comprised the largest 
group of Hispanics, the difference was 11.9% versus 10.5%. 
For low birthweight, this finding was consistent for all racial 
ethnic groups except for Cubans and Puerto Ricans born out- 
side the 50 states and DC. The largest intragroup difference 
occurred between state-born blacks and those born outside 
the 50 states and DC, for both preterm births (17.8% versus 
14.0%) and low birthweight (13.5% versus 9.8%). The 


preterm difference among Mexicans was 6.8% versus 5.5%. 


for births that occurred in the 50 states and the District of Columbia 


Reported by: B Sappenfield, MD, C Ferré, MA, S lyasu, MMBS, Dit 


of Reprodu tive Health, National Center for ( hronic Disease Prevention 


and Health Promotion; JA Martin, MPH, S] Ventura, MA, National 


Center for Health Statistics; DR Allen, PhD, EIS Officer, CD 

Editorial Note: Approximately one in five live births in the 
United States in 2000 were to women born outside the 50 
states and DC. State-specific comparisons of the number and 
distribution of such births from 1990 and 2000 reveal a shift 


to states in the West and the South; births to Hispanic women 


accounted for most of this increase. 
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Overall, women born outside the 50 states and DC had 
better birth outcomes than their state-born racial/ethnic coun- 
terparts. Previous research has indicated similar differences, 
even after adjustment for differences in age, education, and 
marital status (3,4). Although better birth outcomes among 
immigrants might reflect a “healthy immigrant effect” (i.e., 
healthier persons might be more likely to immigrate), immi- 
grant status also might serve as a proxy for various protective 
behavioral, cultural, and psychosocial factors that influence 
pregnancy outcome positively (3). For example, immigrants 
might have more extensive social support networks to draw 
upon during their pregnancies. The process of acculturation, 
which includes the adoption of new values, attitudes, and 
behaviors that affect health, such as tobacco use and pregnan- 
cies at an earlier age, might reduce these protective benefits 
and result in poorer pregnancy outcomes among immigrants 
over time. 

An analysis of pregnancy-related mortality in the United 
States during 1991-1997 indicated an increased risk for 
maternal death among Hispanic and API immigrants 
compared with nonimmigrant whites (6). Although few stud- 
ies have focused specifically on access to maternal health-care 
services among immigrant women in the United States, stud- 
ies indicate that recent immigrants face various economic, 
cultural, and language barriers when trying to access health 
care (7). Recent epidemiologic investigations underscore the 
need for maternal and child health services that are respon- 
sive to changing immigration patterns. Studies have demon- 
strated an increased prevalence of congenital rubella syndrome 
among infants born to women who migrate from countries 
that have no mandatory rubella vaccination programs (8) and 


an association between the consumption of raw milk prod- 


ucts and ,00r pregnancy Outcomes among a community ot 
5 d 5 P 


recent immigrants (9). 

The findings in this report are subject to at least two limita- 
tions. First, how race/ethncity and mother’s place of birth are 
reported might vary between 1990 and 2000. Second, cau- 
tion should be used when comparing some reported estimates 
because of the small numbers of births in some states and 
among some racial/ethnic populations. 

This report highlights the need for U.S. maternal health 
services to adapt to changing immigration patterns by pro- 
viding culturally competent maternal and child health ser- 
vices to an increasingly diverse population. Such services 
should include language interpretation; cross-cultural train- 
ing to increase health practitioners’ awareness of the 
impact of health beliefs, cultural practices, and perceptions 
of health risks on health outcomes; and programs that 
educate patients to access care and participate in treatment 
decisions (2,/0). 
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Update: Influenza Activity — 
United States, 2001-02 Season 


This report summarizes influenza activity in the United 


] 


States during the weeks ending October 5—November 23, 
2002*. Influenza activity was low during this period but is 
expected to increase during the coming weeks. Vaccine sup- 
plies are plentiful this year, and vaccination should continue 
throughout December and the remainder of the influenza 
season, particularly among persons at high risk for complications 
from influenza. 

As of November 23, the World Health Organization 
(WHO) and the National Respiratory and Enteric Virus Sur- 
veillance System (NREVSS) collaborating laboratories in the 
United States tested 10,036 respiratory specimens for influ- 
enza viruses, of which 47 (0.5%) were positive. For the weeks 
ending October 5S—November 23, the weekly percentages of 
respiratory specimens testing positive for influenza viruses 
ranged from 0 to 2.3%. During the 1999-2000, 2000-01, 
and 2001-02 influenza seasons, respectively, the peak per- 
centages of specimens testing positive for influenza ranged 


from 23% to 31% (2; CDC, unpublished data, 2002). 





*Data are reported as of December 1, 2002. The four components of the 


influenza surveillance system have been described pre viously re) 
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20 were influenza A and 27 


positive isolates 
B viruses. Six of the 20 influenza A isolates 
influenza A(H1)' viruses. The A(H1) 
reported from North Carolina and Florida. 
nza A(H3N2) virus was reported from Hawaii. 
\ isolates not yet subtyped were reported from 

Louisiana, Nebraska, New York, South Carolina, and Vir 


) 


ginia. Influenza B isolates were identified in Louisiana, New 

York, South Carolina, and Texas. In addition to the isolates 

reported through WHO and NREVSS laboratories, 
California reported in influenza B isolate. 

acterized antigenically seven influenza viruses 

S. laboratories since September 29: five 

\(H3N2), and one influenza 


B viruses, the A(H3N2) virus, and 
1 of the A(HIN2 


Virus were simi 


responding vaccine strains B/Hong 


Kong/330/01, A/Panama/2007/99 (H3N2), and A/New 


ypes, A(H1N1) and 
During the 2001 
hemagglutinin 
identified. These 
sulted trom the 
urrently circulating 
Influenza A(H1IN2 
countries, including 
ruses reported in the 
subtyped; one 

irus, and three 
2002-03 vaccine 
ind 1S expected to 

\ HIN2 viruses t 
5 November 23, the 
influenza-like illness 
providers ranged from 

ending November 23, the per 
which is less than 

19992000. 2000 


itages Of patient vis 


2; CDC, unpublished 





During the week ending November 23, influenza activity** 
was reported by state and territorial epidemiologists as 
regional in Louisiana and Texas and as sporadic in 18 states 
(Colorado, Florida, Georgia, Hawaii, Indiana, Kansas, Ken- 
tucky, Maine, Michigan, Missouri, Nebraska, Nevada, New 
Mexico, Pennsylvania, Tennessee, Utah, West Virginia, and 
Wyoming) and the District of Columbia; 28 states and New 
York City reported no influenza activity. Two states did not 
report. Since the week ending October 5, Florida, Louisiana, 
and Texas have reported regional activity for at least 1 week. 

During October, Louisiana reported an influenza outbreak 
in schools in Lafourche Parish. The outbreak peaked during 
the week ending October 26 and affected primarily persons 
aged 5-24 years. Since October 5, a total of 102 cases of 
influenza B have been diagnosed by rapid test or viral isola 
tion in Lafourche Parish 

During October 1-17, a total of 30 patients with ILI were 
admitted to the infirmary of a north Florida prison, which 
employs 300 staff and houses 1,000 prisoners. Influenza 
4(H1) was confirmed by culture in three cases. The estimated 
number of patients in the outbreak was 100-150, including 
two staft 

For the week ending November 16, Texas reported an out- 
break of respiratory illness affecting mostly elementary school 
children. On November 19, a total of 12 specimens collected 
from children aged 6—11 years with ILI attending an east Texas 
school in Smith County were submitted to the Texas Depart- 
ment of Health Virology Laboratory for culture confirma- 
tion. Ten of these cultures were positive for influenza B, and 
two are pending. During the outbreak, absentee levels for 
local schools in Smith County approached 25° 


) 


During the week ending November 23, a total of 7.1% of 
the deaths in the 122 Cities Mortality Reporting System were 
attributed to pneumonia and influenza (P&I). This percent- 
age was below the epidemic threshold" of 7.4% for that week. 
Che percentage of P&I deaths has been below the epidemic 
threshold each week since the week ending October 5. The 
percentage of P&I deaths exceeded the epidemic threshold 
tor 5 weeks during the 2001-02 season, for no weeks during 
the 2000-01 season, and for 22 weeks during the 1999-2000 


season (2, 5,6). 





(Continued on page 1107) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending November 30, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 

Hepatitis A, Acute 341 

Hepatitis B, Acute 503 

Hepatitis C; Non-A, Non-B, Acute 64 


Legionellosis 116 


Measles, Total 


12 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





T 


2 
Ratio (Log Scale) 


[J Beyond Historical Limits 


from previous, comparable, and subsequent 4-week periods for the past 5 years 
of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 30, 2002 (48th Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax 2 22 Encephalitis West Nile’ 1,482 54 
Botulism foodborne 13 33 Hansen disease (leprosy)' 64 65 
infant 51 87 Hantavirus pulmonary syndrome’ 13 7 
other (wound & unspecified) 26 18 Hemolytic uremic syndrome, postdiarrheal 168 
Brucellosis’ 73 119 HIV infection, pediatric’ 190 
Chancroid 65 31 Plague 
Cholera 5 Poliomyelitis, paralytic 
Cyclosporiasis' 143 Psittacosis' 
Diphtheria 2 Q fever’ 
Ehrlichiosis: human granulocytic (HGE)' 322 216 Rabies, human 
human monocytic (HME)' 3 109 Streptococcal toxic-shock syndrome’ 
other and unspecified 17 6 Tetanus 
Encephalitis: California serogroup viral d Toxic-shock syndrome 
eastern equine’ 3 Trichinosis 
1 
1 








Powassan' Tularemia’ 


St. Louis’ 1 Yellow fever 


western equine’ 2 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update October 31, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 2002, and December 1, 2001 
(48th Week)* 





Escherichia coli, Enterohemorrhagic 
Shiga Toxin Positive, 
AIDS Chlamydia‘ Cryptosporidiosis 0157:H7 Serogroup non-0157 


Cum Cum. Cum Cum. Cum. Cum. Cum Cum. Cum. Cum. 
2001 2002 2001 2002 2001 2002 2001 


























Reporting Area 2002° 2001 2002 


! 38,4 19,507 712,32: 2,64 3,551 3,283 3,020 153 149 


4.964 22 40 174 144 253 24( 3 4 
1 


U 





N.M.1.: Commonwealth of Northern Mariana Islands 
visionai and Cumulative (year-to-date) 


homatis 


[rac 
A 


f HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
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TABLE Il. (Continued) Provisional cases of sel 


(48th Week)’ 


lected notifiable diseases, United States, weeks ending November 30, 2002, and December 1. 2001 





Reporting Area 


Escherichia coli 
Enterohemorrhagic 





Shiga Toxin Positive, 
Not Se 


rogrouped 


Giardiasis 





Cum. 
2002 





2001 





Cum. 





Gonorrhea 


Haemophilus influenzae, 


Invasive 





All Ages, 
All Serotypes 


Age <5 Years 
Serotype 
B 








Cum. 





Cum. 
2002 





Cum. 
2001 





Cum. Cum. 
2002 2001 


Cum. 
2002 











UNITED STATES 
NEW ENGLAND 


Maine 

N.H 

Vt 

Mass 

R.1 

Conn 

MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

Ind 

11 

Mict 

Wis 

W.N. CENTRAL 
Minn 


W.S. CENTRAL 
Ark 


MOUNTAIN 
Mont 

Idaho 

Wy 

Cok 

N. Mex 
Ariz 

Utat 

Nev 
PACIFIC 
Wash 

Oreg 

Calif 
Alaska 
Hawaii 
Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


4 
41 


1 


U 


18 


4 


U 
U 


243 
3,391 
1,159 
1,204 

342 

686 


3,016 


300,013 


7,030 
124 
119 

89 
22 
866 

2,810 

5,133 
019 
601 
130 

1,383 


329,504 
6,369 
132 

167 

63 
2,911 
775 

321 
39,740 
082 


380 


120 


23 





N: Not notifiable 


* Incidence data for repo 


U: Unavailable 


No reported cases 


ring year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 


(48th Week)* 


2002, and December 1, 2001 





Haemophilus influenzae, invasive 





Age <5 Years 


Hepatitis (Viral, Acute), By 


Type 





Non-Serotype B 


Unknown Serotype 


B 


C; Non-A, Non-B 





Cum Cum 








Cum. Cum. 





Cum. 
2002 





Cum. 
2001 





Cum. | Cum. 





Reporting Area 2002 2001 


NITE TATE } 


2002 2001 


4¢ ~¢ 


6,683 


3 


2002 2001 
150 3,606 





ried cases 


visional and Cumuilative 


year-to-date 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 2002, and December 1. 2001 
(48th Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2001 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES ¢ 017 550 562 16,511 14,181 1,196 34! 114 


NEW ENGLAND 5,451 4,072 g 5 
Maine 111 - 

N.H 238 108 

Vt 32 17 

Mass 187 1,136 

R.! 335 453 

Conn 3,548 2,358 

MID. ATLANTIC 9,131 7,828 

Upstate N.Y. 4,805 3,354 

N.Y. City 163 62 

N.J 641 1,997 

Pa 522 2,415 

E.N. CENTRAL 104 708 

Ohio 72 40 

ind 19 23 

il 31 

Mich 13 17 

Wis 597 

W.N. CENTRAL 
Minn 
lowa 
Mo 

N. Dak 
S. Dak 
Nebr 
Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 

E.S. CENTRAL 
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Miss 

W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 
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Guam . - 
PR - ; 1 
VI - . . 
Amer. Samoa U U U U 
C.N.M.1 - U - U 
N: Not notifiable U: Unavailable -: No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
' Of 34 cases reported, 21 were indigenous and 13 were imported from another country 
Of 114 cases reported, 60 were indigenous and 54 were imported from another country 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 2002, and December 1, 2001 


(48th Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 


Cum Cum Cum. Cum ' Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2001 2002 2001 


2 + an 




















226 7 E ¢ 





> (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 2002, and December 1, 2001 
(48th Week)* 





Rubella 
Rocky Mountain Congenital 
Spotted Fever Rubella Rubella Salmonellosis 


Cum. Cum. Cum. Cum. Cum 
Reporting Area 2002 2001 2002 2002 2001 
UNITED STATES 961 . 12 
NEW ENGLAND 8 

Maine 

N.H 

Vt 

Mass 

RI 


( nn 
UOr 


























38,289 


MID. ATLANTIC 
Upstate N.Y 

Y. City 
Pa 
E.N. CENTRAL 
Ohio 


Ind 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawai 


Amer. Samoa U 
C.N.M.1 - U 





N: Not notifiable U: Unavailable - : No reported cases 
" Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 2002, and December 1, 2001 
(48th Week)* 





Shigellosis 


Cum 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 


Streptococcus pneumoniae, 
Invasive (<5 Years) 








Reporting Area 


aT TA 


2001 





Cum. Cum 
2002 2001 








Cum. Cum. 
2002 2001 





Cum. Cum. 





Oreg 

Calif 

Alaska 
Hawa 

Guarr 

PR 

Vv 

Amer. Samoa 
C.N.M.! 


N: Not notifiable U: Unavailable 


No reported cases 


3.691 3 


2002 2001 


254 388 


43 





Incidence data for reporting year 2001 and 2002 are p 


ovisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 30, 2002, and December 1. 2001 
(48th Week)* 





Syphilis Typhoid 
Primary & Secondary Congenital Tuberculosis Fever 


Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2001 2002 


UNITED STATES 5,822 5,552 0,772 12,832 253 


NEW ENGLAND 128 58 362 427 14 
Maine 7 1 
N.H 1 
Vt 3 
Mass 86 33 
R.1 ; 9 
Conr 26 11 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 


Pa 


























E.N. CENTRAL 
Ohio 


W.S. CENTRAL 
Ark 

La 

Okla 


Tex 
MOUNTAIN 
Mont 


idano 


foie» 


=“NM On Mm 
OMM OW 


a 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


.~) 
te) 
Pa) 


p 


Guam . 
PR 227 
VI 1 
Amer. Samoa U 
C.N.M.1 15 


N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Ili. Deaths in 122 U.S. cities,“ week ending November 30, 2002 (48th Week) 





All Causes, By Age (Years) 


All Causes, By Age (Years) 





Reporting Area 


All 





Ages >65 45-64 





25-44 | 1-24 


Reporting Area 











LANL 


8 7 


S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami. Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 


Wilminate De 
VViir ungton ve 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington 


Memphis 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 
S Te x 


MOUNTAIN 


Albuquerque 


Boise, Idah 


Denver, Cc 
Las Vegas 
Ogden, Ut 
Phoenix. Ar Z 


Pueblo 


Cc a f 
Honolulu, Hawa 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattie, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 





45-64 | 25-44 | 1-24 
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reported cases 


> weex that the death certificate 


able are voluntarily reported from 


j 122 cities in the United State 


was filed. Fetal deaths are no 


ost of which have populatio 
tinciuded 


ns of >100,000. A death is reported by the place of its 


rting methods in this Pennsylvania city, these numbers are partial counts for the current week Complete counts will be available in 4 to 6 weeks 
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(Continued from page 1096) 


Reported by: / Wright, DVM, A Postema, MPH, L Brammer, MPH, 
S Harper, MD, T Uyeki, MD, E Murray, MSPH, C Bridges, MD, 
K Fukuda, MD, N Cox, PhD, Div of Viral and Rickettsial Diseases, 
National Center for Infectious Diseases, CDC. 

Editorial Note: All four national influenza surveillance sys- 
tem components indicated that levels of influenza activity were 
low in the United States during the weeks ending October 5- 
November 23. Both influenza A and B viruses have been iden- 
tified this season, but it is too early to determine which strain(s) 
will predominate. Influenza activity is expected to increase 
during the coming weeks and months. 

The best prevention against influenza is annual vaccina- 
tion. Although the optimal time to receive influenza vaccina- 
tion is during October-November, CDC encourages 
continuing vaccination efforts in December and throughout 
the influenza season. The American Medical Association, with 
support from CDC, has declared December 2-13 as 
“National Influenza Vaccination Catch-up Fortnight” because 
millions of persons at high risk for complications from influenza 
remain unvaccinated each year. It is particularly important to 
vaccinate those at high risk for serious complications from 
influenza (including persons aged >65 years and those with 
certain underlying medical conditions), and health-care pro- 
viders (7). Such persons might benefit from vaccination even 
after influenza has been detected in their community (8). Vac- 
cine supplies continue to be plentiful. The manufacturers 
estimate that approximately 93 million doses of influenza vac- 
cine were produced this year, compared with approximately 
87 million doses produced during the 2001-02 season (7,9). 

On November 19, Wyeth Vaccines announced that it will 
no longer produce inactivated influenza vaccine after the 
2002-03 influenza season. This development will not jeopar- 
dize this year’s vaccination programs or vaccine 
availability. The two remaining influenza vaccine manufac- 
turers in the U.S. market, Aventis Pasteur, Inc. and Evans 
Vaccines, Ltd., have indicated that they plan to increase 
influenza vaccine production for the 2003-04 season to make 
up for the loss of the Wyeth Vaccines product. 


Influenza surveillance reports for the United States are pub- 
lished weekly during October—May and are available at http:/ 
www.cdc.gov/ncidod/diseases/flu/weekly.htm or through 
CDC's voice (telephone, 888-232-3228) and fax (telephone, 


888-232-3299, document number 361 100) information systems. 
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